O ve r 5 million Americans living today have a history of cancer. Sixty percent of them have been diagnosed for more than 5 years, and the majority can be considered cured. More than 850,000 Americans are added to this group each year (American Cancer Society, 1985) .
Persons who have cancer or have had cancer represent a significant figure in the work force. A Newsweek article describing contemporary "life after cancer" stated that society at large may have more trouble coping with cancer than clients themselves (Newsweek, April 8, 1985) .
Although cancer specialists advise their clients to get back to work and on with their lives, this is not always easy. Many face job discrimination or "unpleasantness" when they return to work. They fail to win promotions, are dropped from health insurance coverage, or are shunned by coworkers (Newsweek, April 8, 1985) .
According to the literature, nurses have trouble caring for persons with cancer, avoid caring for persons with cancer, and are more comfortable with physical than psychosocial care. A search of the literature indicates that research about how some nurses view cancer today is beginning, but no studies have explored how nurses working in occupational health view cancer.
Occupational health nursing is different from other nursing specialties, and the challenge is unique. In most instances, the occupational health nurse is isolated from other peer support and often is the only health professional in the organization (Dees, 1984) . The nurse in this posi-Although cancer specialists advise their clients to get back to work and on with their lives, this is not always easy.
tion can and should influence the health attitudes and knowledge of the work environment. The primary goal of occupational health nursing is to assist the worker to attain and maintain optimal physical and psychological functions (Brown, 1981) . This study examined the attitudes occupational health nurses hold toward cancer. Nurses in the workplace must examine their own attitudes toward cancer before attempting interventions to assist workers with a cancer history in overcoming feelings of isolation, deprivation, loneliness, and separation from personal relationships and productive job opportunities.
The question examined in this study was: Do occupational health nurses express negative attitudes toward cancer as measured on four subscales of the Cancer Attitude Instrument?
THEORETICAL FRAMEWORK
The theoretical framework for this study was a judgment involvement approach to attitude formation as described by Sharif (1976) . This theorist proposed that attitudes are inferred from data which are a person's consistent and characteristic categorizations, over time, of relevant objects, persons, groups, or communications into acceptable and nonacceptable categories. These categories are established as the person interacts with others and relates to various subsets within a certain domain with varying degrees of positive or negative effects (Sharif, 1976) .
Attitudes play a major role in nurses' communication with and treatment of clients with a cancer history. The application of the concept of attitude as described in this study provides a framework in which to study occupational health nurses' attitudes toward cancer.
HYPOTHESIS
Four hypotheses were tested in this study. These hypotheses determined if occupational health nurses expressed negative attitudes toward cancer in four categories: General Concepts, Family, Self Awareness, and Therapeutics. The four hypotheses proposed for this study were: 
RELATED LITERATURE
Until recently, claims of discrimination in the workplace toward persons with a cancer history have been largely anecdotal. However, data accumulated over the past several years indicate that discrimination does exist (Mellette, 1985) . The few available systematic studies into the problem suggest that the degree to which such a problem exists is affected in part by slowly changing attitudes toward cancer in general as treatment for cancer evolves and survival rates Improve.
Limited information is found in the literature dealing specifically with the attitudes of nurses toward cancer. A detailed search failed to reveal any published investigations or research into the attitudes of occupational health nurses toward cancer. In fact, response of nurses actually caring for persons with cancer has become an area of attitudinal research only recently.
Assessment of nurses' attitudes and research relating to attitudes was largely done during the late 1960s, 1970s, and 1980s. In reviewing the differing definitions of attitude, the common thread is the emphasis or influence on a "readiness to respond" to a specific situation. The emotion of the situation determines the response in a professional and social situation (Corner, 1988) . Corner (1988) stated that attitudes of health care workers or professionals are largely in line with those of the client and general publicnegative. Cancer is thought of as being hopeless, life threatening, and rarely curable. Because of this attitude, lack of psychosocial support has a direct bearing on the disease outcome and progress of the client (Crayton, 1978; Brooks, 1979) .
Research studies in the 1970s and early 1980s documented negative behaviors by nurses and the avoidance between professional worker Attitudes playa major role in nurses' communication with and treatment of clients with a cancer history.
and client in communicating openly about the client's needs. Wegman (1979) found that most encounters with nurses were task oriented and verbal avoidance was dominant. Larson (1986) found that nurses who interacted with clients by touching or talking to them made clients feel cared for. This attitudinal component of caring was found to be the central ingredient for the nurseclient relationship and response of the client to recommended therapy.
Nurses, like all persons, are individuals and affected in one way or another by cancer. Smith (1980) stated that the nurse-client interaction is highly complex and requires nurses to be aware of their own attitudes toward clients' illness and how they influence client care. Being able to identify, accept, and react therapeutically to clients' and families' multiple feeling conditions is a large responsibility for nurses, and yet, "the quality of nursing care given to an ill person is determined by the nurse's beliefs and attitudes about illness" (Smith, 1980) . Morrow (1976) concluded that nurses have a stereotypical view of typical clients and typical clients with cancer, and that nurse perceptions of clients with cancer are the same as their perceptions of other types of clients; but that nurses are more reluctant to care for persons with cancer. The researchers related this finding to probable feelings of inadequacy about client care rather than aversion.
However, a series of studies by Quint (1966 Quint ( , 1967 Quint ( , 1969 found that hospital staff, including nurses, tended to minimize the time spent with clients with cancer and to avoid using the word "cancer" when talking to them. These studies clearly depict avoidance actions such as gestures and conversational tactics undertaken to interrupt conversing with clients regarding their prognosis. Quint (1967) believed that a general cultural pattern of withdrawal from the dying client exists, and that nurses have not been able to exempt themselves from this pattern.
More recent research indicates these behaviors and attitudes still exist. Support for the view that staff who care for persons with cancer employ avoidance behaviors was demonstrated in a study by Maguire (1978) .
In this research, clients with suspected breast cancer were observed daily and questioned in detail about staff members' visitation practices. Although staff-client interaction was plentiful, the psychosocial needs of the clients were only discussed tenuously. Instead, the nursing staff keenly demonstrated a preference for discussion of non-threatening topics. While the staff indicated that lack of sufficient time was the primary reason for the failure to discuss psychological problems, this premise could not be substantiated.
Not only is research about nurses' attitudes toward persons with cancer limited to the 1960s, 1970s, and early 1980s, but research of attitudes toward persons with cancer in the workplace also is limited. However, some early studies do reflect attitude in the workplace and are summarized here.
In 1973, McKenna and the California Division of the American Cancer Society collected data and analyzed 44 cases of reported employment discrimination attributed to cancer. Interest generated at that time led to three carefully planned surveys conducted by Feldman (1976 Feldman ( , 1978 Feldman ( , 1980 . The first of these dealt mainly with 92 white collar and professional workers with cancer of the breast, colon or rectum, and head and neck. The second study dealt with blue collar workers with the same type of cancers.
Both groups, in intensive interviews conducted from 2 to 4 years post-diagnosis, reported problems on returning to work after treatment, and about one fourth of the blue collar workers encountered more problems than expected (Feldman, 1978) . These problems, worries, and needs were the same as those reported by the professional workers, and fell into broad categories, including a need for financial help and assistance with some work tasks. Threatened independence and low self esteem were reported also, often the result of excessive "consideration" toward the client.
In the Feldman studies, persons with head and neck, and colorectal cancer reported many more problems than persons with breast cancer. Four percent of the white collar group and 10% of the blue collar group also reported outright "hostility" from coworkers, such as mimicry of the person with a laryngectomy or jokes or snide remarks about persons with a colostomy. The individuals reported lack of salary advances as well as demotion, reduction in health benefits, and ineligibility for newly available group life insurance.
A 1977 study reported the employment and insurance problems of 940 Mayo Clinic patients. This study, supported by the National Cancer Institute (1976), provided a check on validity of claims of discrimination by having all alleged cases reviewed by an expert medical panel. The panel verified 28 cases of discrimination in which the client was treated unfairly, including four in which the employee's cancer history was the sole reason for job dismissal.
Getting a new job represents a different problem than keeping an old position. In the Feldman (1976 the Feldman ( , 1978 the Feldman ( , 1980 studies, the number of job rejections attributed to cancer was significant. Twenty-two percent of the white collar workers, 13% of the blue collar group, and 45% of youthful clients with a history of childhood leukemia reported such rejections.
In a study of the survivors of childhood cancer, 10 of 60 had been rejected from at least one job. Three with Hodgkin's disease who had sought new employment attributed their failure to their diagnosis; however, two of the three who initiated legal action did not pursue it (Koocher, 1981) .
Houts (1980) reported on certain characteristics of people with negative work experiences following a diagnosis of cancer. Psychological testing indicated that low self esteem resulted in poor performance and poor feelings about the job. These findings indicate that an objective appraisal of employment problems and cancer also might include client related aspects as well as those attributable to employers and society (Houts, 1980) . In reviewing the rather sparse literature on attitudes of the working world toward employees with a cancer history, one recurring theme in all the reported studies is that of problems with insurance, particularly health insurance (Mellette, 1985) . A full discussion of insurance for the person with cancer is beyond the scope of this article.
However, pertinent to the problem under review, Greenleigh Associates, Inc. (1982) reported that the greatest insurance problem of the person with cancer is being "locked" into a particular job or situation because of the need to maintain current insurance coverage. This may be psychologically devastating, particularly to young persons who are seeking opportunities for advancement or new experience, but are afraid to change.
Although data are limited, the need to help clients deal with coworkers' and employers' attitudes and actions does emerge (American Cancer Society, 1976; Feldman, 1976) . Although few persons today intellectually believe cancer is contagious, many still feel uncomfortable around individuals with cancer, at least initially. Clients also may be coping with changes in functional abilities or may be committed to a long stretch of repeated and intense chemotherapy. Mellette (1985) stated that health care workers may be able to help prevent problems related to occupational rehabilitation by more effective communication with employers on the client's behalf, as well as direct counseling. The authors propose counseling that emphasizes interpersonal skills to assist clients in deciding who, how much, and how to tell employers and coworkers about their illness.
Inconclusive and scarce data on the employment and re-employment prospects and problems of persons with cancer make the total picture somewhat difficult to evaluate. However, the literature reveals misconceptions, lack of knowledge, and some discrimination toward cancer on the part of employers and coworkers. With this supportive background, the authors decided to study the attitudes of occupational health nurses toward cancer in one geographic region.
PROCEDURE FOR COLLECTION AND TREATMENT OF DATA
This investigation was non-experimental and descriptive in nature and used a cross sectional survey approach to examine the attitudes held byoccupational health nurses toward cancer. The setting for this study was a metropolitan area in the Southwest. The target population of this investigation consisted of the 100 occupational health nurses listed at the time of the investigation as active members of the local association of occupational health nurses, a constituent of the American Association of Occupational Health Nurses.
A sample of convenience was used, and consisted of those nurses employed actively in all levels and settings of occupational health nursing at the time of the study who returned the completed questionnaire to the investigator. The criteria of active employment in an occupational setting was assured by the person's active membership in the professional organization.
To protect human rights, this study was performed in compliance with the current rules and regulations of the Human Subject's Research and Review Committee. Questionnaire research was classified as Category I in the Human Subject's Review Committee's Risk Categories published under the Federal Register guidelines, and was exempt from review by the Human Subject's Review Committee.
INSTRUMENTS
Two instruments were used for data collection in this study. The first instrument was designed to elicit demographic data, and contained questions pertaining to age and sex of the subject and eligibility to participate in the study. Other questions in this section related to basic nursing education, number of years in occupational health nursing, and personal experiences with cancer. These questions were included to identify possible factors which might have an influence on the participant's responses to the statements in the second instrument.
The second instrument, used to measure attitudes of occupational health nurses toward cancer, was a revised Cancer Attitude Instrument developed by the Program of Specialization in Oncology Nursing at the University of California at San Francisco (1985) . The authors received permission to use this instrument in this study.
The Cancer Attitude Instrument is the result of a desire to describe changes in cancer related knowledge and attitudes which occurred in three student cohorts from one graduate program of studies in oncology nursing (Piper, 1985) . Originally, the attitude domain was measured by three existing instruments: the Cancer Attitude Inventory (Hohlock, 1968) , the Cancer Nursing Outreach Program Affective (CNOP) developed by Hongladaram (1983) , and an instrument developed by Donoban (1977) .
All three of these instruments were designed to measure changes in cancer related attitudes in nurses attending continuing education pro-grams in cancer nursing. The attitude instrument proved lengthy and redundant, and after item elimination and revision, the revised instrument was generated. The 63 total items on the instrument have been categorized by oncology nursing experts into the following dimensions: Nurse, Family, Therapeutic, Research, Self Awareness, and General Concepts.
These dimensions may be clustered into subscales which may be administered and scored independently, or a Total Attitude Score may be obtained by summing the responses of all 63 items. Responses are measured by a 5-point Likert scale ranging from I-completely disagree to 5-completely agree. The present study used Family, Therapeutic, Self-Awareness, and General Concepts Subscales, for a total of 47 items.
The Research and Nurse Dimension Subscales were determined to be extraneous to the questions to be investigated in the present research and were not used.
The General Concepts Subscale contains 12 items with a potential range of scores from 12 to 60; the Family Subscale has nine items with a range from 9 to 45. Twelve items with a potential range of scores from 12 to 60 comprise the Therapeutic Subscale. The subscale dealing with self awareness contains 13 items, with a potential range from 13 to 65. In all instances, the higher the score, the more positive the attitude.
The normative groups consisted of graduate student cohorts in three phases of study in an oncology nursing program. They displayed mean scores on the four subscales as follows: General Concepts, 33.7; Family, 34.3; Therapeutic, 37.2; and Self, 43.0 (Piper, 1985) .
No reliability or validity information has been published on the revised Cancer Attitude Instrument. Piper (1985) provided reliability coefficients and item analysis from the CNOP population on the three instruments selected originally. Internal consistency reliabilities, using the Lichtenthal, Strickland standardized Cronbach's coefficient alpha, was alpha = .76 for the Hohloch and Coulson instrument; alpha = .68 for the CNOP instrument; and alpha = .66 for the Donovan tool.
Criterion validity was obtained for these three instruments using the Pearson product-moment correlation coefficient. The Donovan instrument correlated with the CNOP instrument at alpha = .63. All reliability coefficients were significant (P = .00l). Stability of the instruments was determined by retesting the CNOP population after completion of a 2 week cancer nursing outreach program. Pearson correlation coefficients indicated that the Hohloch and Coulson instrument was the most stable, alpha = .82; the Donovan instrument was the next most stable, alpha = .61; and the CNOP instrument was the least stable, alpha = .51. All correlations were significant (P = .001).
DATA COLLECTION
Upon approval to conduct the study, the questionnaires were mailed to names on a list of occupational health nurses currently holding active membership in the local professional association. The instrument package, consisting of a cover letter, the demographic instrument, and the revised Cancer Attitude Instrument, was mailed to nurses whose names were obtained from the local association. A stamped, self addressed envelope was included in the package to facilitate the return of the questionnaire. A total of 79 completed questionnaires was returned within the 2 weeks following the mailing, for a 79% return rate.
DESCRIPTION OF SAMPLE
The age distribution of respondents was bimodal, with the 30 to 39 and 50 to 59 age groups representing the most frequently reported ages (29.1% each). The 40 to 49 age group was the second most frequently reported age category (20.3%), followed by the 60 and over group (16.5%), and the 20 to 29 year old age selves to be active members of the organization (90.7%, n = 68). See Table 2 for data on occupational health nursing experience of the respondents. Table 3 presents the educational level of the respondents. Many (36.7%, n = 29) were diploma prepared. A total of 39.3% held a bachelor's degree, approximately evenly divided between those holding a bachelor of science in nursing (20.3%, n = 16), and those holding a bachelor's degree in a field other than nursing (19%, n = 15).
Frequencies of participants' personal experience with cancer are presented in Table 4 . Participants were asked to answer "yes" or "no" as to whether they, or a significant other, has now or had ever had cancer. Only 7.6% (n = 6) of the nurses had had cancer themselves, while 45.6% (n = 36) reported having a grandparent, aunt, uncle, or cousin who has or had the disease in one form or another. Twenty-eight persons (35.4%) stated that an immediate family member (child, spouse, parent, brother, or sister) had had cancer. 
FINDINGS

Hypothesis 1
The first hypothesis stated that occupational health nurses will express negative attitudes toward cancer as measured on the General Concepts Subscale of the Cancer Attitude Instrument. Scores were totaled (n = 76) on the 12 items comprising this subscale and averaged across subjects to produce a mean score of35.132, and a standard deviation of 4.219 for the sample. Since each item in the scale can take on values of 1 to 5, the potential range of scores is 12.0 to 60.0 for any given subject.
The sample average was compared to the norm group average of 33.735, with a standard deviation of 9.179 by means of a t test for independent samples. A t value (df = 11) of 1.097 was obtained, which was not statistically significant at P < .05 (see Table   5 ). On the basis of the analysis, Hypothesis 1 was rejected. It appears that occupational health nurses are not press negative attitudes toward cancer as measured on the Self Awareness Subscale of the Cancer Attitude Instrument. These responses had a mean score of 43.026 with a standard deviation of 3.350 across subjects on this 13 item subscale, which has a potential range of 13 to 65.
When the sample mean was compared to the norm group mean of 43.029 (SD = 11.504), a t value (df = 110) of .0024 was obtained, which indicated no significant difference with the established norm at the P < .05 level. On the basis of this result, Hypothesis 4 was rejected. The current sample did not significantly differ from the normative reference group on the Therapeutic Subscale of the Cancer Attitude Instrument. 
Hypothesis 4
The fourth hypothesis stated that occupational health nurses will ex-Hypothesis 3 . The third hypothesis stated that occupational health nurses will express negative attitudes toward cancer as measured on the Therapeutic Subscale of the Cancer Attitude Instrument. Scores were again totaled on this 12 item scale and averaged across subjects to produce a mean score for the sample of 39.104, with a standard deviation of 3.611. This subscale possesses a potential range of from 12 to 60.
A t test for independent samples comparing the normative mean for this subscale with the obtained sample mean resulted in a t test (df = 109) of 1.456, which was not statistically significant at the P < .05 level.
As a result of this analysis, Hypothesis 3 was rejected. Participants in this investigation did not differ significantly, in either a positive or negative direction from the established norm group.
Hypothesis 2
The second hypothesis stated that occupational health nurses will express negative attitudes toward cancer as measured on the Family Subscale of the Cancer Attitude Instrument. As shown in Table 5 , the mean score for the sample was 34.805, SD = 2.595 for this nine item scale, which has a potential range of from 9 to 45. A t test for independent samples was performed to compare the sample mean to a normative reference group.
A t value (df = 109) of .4467 again indicated no significant difference between the groups. Therefore, Hypothesis 2 was rejected. These results indicate that occupational health nurses are not significantly more negative or positive than the norm group on the Family Subscale of the Cancer Attitude Instrument questionnaire. significantly more negative (or positive) in their general attitudes toward cancer than the normative sample.
1 Attitudes toward cancer held by a study population of 100
• occupational health nurses were not significantly different than a normative reference group and did not indicate a negative attitude toward cancer.
2 The majority of the literature reviewed supported a more • negative attitude toward cancer than exhibited by either the normative group or the occupational health nurses in this study.
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Since this study was limited to one geographic location, a population of occupational health nurses in a different geographical area should be studied and the results compared to further establish reliability. tional milieu frequently encounters workers experiencing remission or cure of their illness. Through these associations, the occupational health nurse sees that it is indeed possible to receive a diagnosis of cancer and still have a productive and hopeful life. This view toward cancer, conditioned by personalized beliefs and experiences, is an example of attitudes formed or learned in relation to identifiable referents, as advocated by Sharif (1976) .
This study found no significant difference from the established norm on each scale, and did not demonstrate negative attitudes toward employees diagnosed with cancer. However these findings cannot be generalized since the study was limited to only one geographic location. A population of occupational health nurses in a different geographical area should be studied and the results compared with this study to further establish reliability.
Another area for further study is measuring the attitudes toward cancer held by occupational health nurses as compared with those nurses working in different settings. The literature paints a negative picture about nurses' attitudes toward persons diagnosed with cancer. To prove or disprove these findings is significant to the care of these clients in the work setting. The supportive care needed by those individuals coping with a cancer diagnosis may be enhanced if delivered by a caretaker holding optimistic attitudes toward the disease.
